medicine. However, there is a barrier in the path of meeting this challenge, apart from the fact that this field of evaluation is both under-resourced and difficult. That barrier is reviewer bias. Systematic review is a powerful tool but it is not the end of the story. How the evidence is graded for methodological quality, synthesized into encapsulating statements and used to draw conclusions and make recommendations, demands a high level of rigour and an irreproachable freedom from bias.
Ernst points to one back pain triall (an undoubtedly 'random' example) in which one treatment arm consisted of a form of manipulation attributed to chiropractic. This trial showed little difference between any of three interventions and Ernst suggests that it 'has contributed to increasing doubts about whether chiropractic is helpful for acute uncomplicated low back pain in a clinically relevant way'. Readers, however, may not be aware that, at the time of the Royal College of General Practitioners' Clinical Guidelines and Evidence Review of Acute Back Pain2, there were 36 such trials of manipulation (many involving chiropractic) and 53 reviews of this evidence. Taking into consideration relevance, methodological quality and outcomes, these national clinical practice guidelines reflect little doubt, let alone increasing doubt, about the effectiveness of manipulation, chiropractic or otherwise.
How are clinicians and patients to deal with such inconsistencies? I suggest that, from now on, they ignore selective reference to individual trials. In terms of evidencebased practice, reference to one trial, unless it is of very high methodological quality and shows a clear superiority of one treatment over another, will reflect only the professional bias of the writer. rightly draws attention to difficulties encountered in telemedicine trials. We do agree that results obtained via telemedicine need to be compared with those obtained via traditional practice. As he says, most of the work to date has concerned teleradiology and little is known about the diagnostic accuracy of other telemedicine applications. We have assessed the Spirophone, which allows expiratory pulmonary function tests at home and transmission via telephone to a remote-receiving centre. The Spirophone records maximal forced expiratory manoeuvres with acceptable accuracy, reliability, and reproducibility1-3.
We found it comparable to a standard laboratory spirometer for home monitoring of SVC, FVC, FEV1, and PEF4. The validity of the manoeuvre can be assessed on screen in the remote receiving centre in real time, and when necessary expert advice can be transmitted. We think that such a system could improve the management of asthma, cystic fibrosis and other respiratory diseases. Mansell's advice that prompt and full investigation is necessary but it is important to realize that renal cancer cannot be excluded on routine urine investigation. Even the histopathological features of a metastasis presenting as an aural or nasal polyp might be inconclusive1. The true incidence of secondaries in the temporal bone is not known, but is probably higher than the number of published cases would suggest. In 145 temporal bones removed at necropsy I found six instances of secondary neoplasms invading various regions including the mastoid process2. In an earlier review we noted that 50% of secondary tumours of the ear, nose and throat derived from renal carcinoma; four of these presented in the ear3.
The nose and paranasal sinuses have more often been affected as in an interesting and instructive case described by Harrison et al.1 in a 59-year-old woman who had had a rectal cancer removed three years before her present complaint of bleeding from the left nostril. A nasal biopsy was reported as 'tumour tissue of epithelial origin but bearing no resemblance to any primary neoplasm commonly found in this region'. A secondary tumour, probably of renal origin was suggested. The urine was normal but a subsequent pyelogram suggested the presence of a tumour occupying the upper pole of the right kidney with invasion of the renal pelvis. At nephrectomy the tumour proved to be a classical 'hypernephroma', the old term for renal carcinoma Lost ear wicks With their case reports Mr Hogg and colleagues suggest two possible ways to reduce the risk of omitting to remove ear wicks (December 1998 JRSM, pp. 649-50). The first is the use of a 24 mm wick, the length of which is similar to the adult external ear canal and would therefore be clearly visible at the aural introitus once inserted. The second would involve the attachment of a non-absorbable suture to the wick. The trailing ends could then be left visible outside the canal. There is a product on the market that fulfils both these criteria. It is a wick produced by Corinthian Medical with a diameter of 15 mm and length of 24 mm. It already has a nonabsorbable tail attached. We have been using it successfully both in the treatment of otitis externa and as a postoperative dressing. It is affectionately known in the department as a 'Pope on a rope'. justifiably well received Clinical Neurology. Dr Steiger remarks that 'articles and texts on the bookshelves with titles such as "the five-minute neurological examination" have no place for the student of clinical neurology.' I could not agree more, and this message needs to be trumpeted loud in every medical school. There is no doubt that the art of proper and thorough clinical history taking is under threat. As long ago as 1962, in his Neurological Examination in Clinical Practice, Dr Edwin Bickerstaff wrote, 'finally, remember that the solution of a neurological problem takes time. It cannot be rushed, and examiners must never allow their approach to be influenced by exhortations from optimistic colleagues to "just glance at this case whilst passing" or to "just run over the nervous system, it won't take five minutes." It will. It always does, and so it should.' Three cheers for Dr Steiger and shame on all those who encourage the two or five minute approach. J A Spillane Queen Elizabeth Hospital, Edgbaston, Birmingham B15 2TH, UK
